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RESPONSE: THE MARRIAGE OF DRUG ABUSE TREATMENT 
AND 12-STEP STRATEGIES 

Robert F. Forman, Ph.D., Keith Humphreys, Ph.D., J. Scott Tonigan, Ph.D. 

Research sup­

ports the idea 

that involve­

ment with 12­

step fellow­

ships is a very 

good way to 

achieve and 

maintain 

recovery, but it 

is not for every­

one. 

Robert Forman: There is a big gap between the rela­
tively scant amount of attention researchers are giv­
ing to 12-step treatment and the fact that 80 or 
90 percent of abstinence-based treatment programs 
are built—to a greater or lesser degree—around the 
12-step format. I like that the author is throwing down 
a gauntlet, if you will, and saying, ‘This is an area of 
importance.’ 

Keith Humphreys: NIDA’s Collaborative Cocaine 
Treatment Study is a great place to get data on 12­
step treatment for drug abuse. Also, Roger Weiss and 
colleagues have two papers out in Drug and Alcohol 
Dependence [Weiss et al., 1996, 2000] that are very 
encouraging about the positive impact of groups like 
Narcotics Anonymous and Cocaine Anonymous. Drs. 
Alexandre Laudet and Stephen Magura at the National 
Development and Research Institutes found a fairly 
high amount of affiliation among dual-diagnosed peo­
ple in New York with specialty 12-step groups like 
Double Trouble in Recovery as well as groups like AA 
and NA [Laudet et al., 2000]. 

The literature on Narcotics Anonymous and 
Cocaine Anonymous is less complete than the AA lit­
erature. Preliminary signs indicate that we can gen­
eralize a great deal from one organization to the 
others, but many things remain to be discovered. 

Scott Tonigan: The author states that 12-step providers 
advocate their approach because they witness its suc­
cesses. Maryhaven may have exceptional success rates, 
but if we look at the outcomes of 12-step-oriented 
treatment in general, or any treatment that tries to 
engage patients in AA attendance, it is less encour­
aging. There is an AA dropout rate of about 70 per­
cent in the first 6 months after discharge from active 
treatment. 

Humphreys: Overall, research supports the idea that 
involvement with 12-step fellowships is a very good 
way to achieve and maintain recovery, but it is not for 
everyone. The author cites Morgenstern’s work on 

optimal, partial, and nonresponders. Some people 
go, they work the program, but they don’t get better. 
Clinicians need to know this and not blame or con­
demn these patients. Even AA acknowledges that 
many people will not benefit from its program. 

The marriage of treatment and 12-step 
Tonigan: The author seems to view formal drug abuse 
treatment as largely a way to foster 12-step affiliation. 
Since 40 to 70 percent of patients have already 
tried and dropped out of a 12-step program when 
they approach formal treatment, this amounts to say­
ing that what 12-step failures need is more 12-step 
treatment. That seems illogical, but in another way 
it makes sense. What we have found is that, in gen­
eral, these patients’ level of commitment or engage­
ment in the prescribed behaviors is low. So the 
challenge for treatment providers is to find some way 
to get them engaged and committed. 

Humphreys: Sometimes 12-step treatments and 12­
step support groups are confused. They share some 
features but are not the same. For one thing, in a sup­
port group or 12-step fellowship, there is no care 
provider with a legal or ethical obligation to the patient. 
You can just tell unmotivated patients to get the heck 
out until they are ready to recover. In treatment, you 
can’t do that. You have to use some kind of incentive 
to keep the patient motivated. 

Tonigan: The 12-step-oriented approach and other 
research-based treatments are often compatible, as 
the author points out. For example, a cognitive-behav­
ioral therapist does little that an AA person would be 
likely to object to. Other than word choice, there is 
little difference between advising a recovering person 
to beware of people or things that may be ‘slippery 
places’ and telling a patient to avoid relapse ‘cues and 
triggers.’ 

Forman: The 12-step-oriented programs differ from 
the other therapies in their focus on God and a higher 
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power. The article doesn’t really bring out how cen­
tral those things are to the 12-step treatment approach. 
In rigorous 12-step programs, people are taught to 
pray, which is very different from what’s happening 
in cognitive-behavioral therapy. 

Humphreys: There are now 12-step groups that are 
Jewish-focused, atheist-focused, Christian, Islamic, 
and so on. My colleagues and I did some work that 
found that people who said they were really religious 
and people who said they weren’t religious were get­
ting equal benefit from these programs.  

Attendance and referral 
Tonigan: The paper cites Fiorentine’s study on the 
question of how much 12-step attendance should 
occur during treatment in order to predict posttreat­
ment engagement in a 12-step group. Some larger 
studies have indicated that clinicians should aim to 
have their patients attend meetings on around 60 per­
cent or more of their days in treatment if they are to 
anticipate 12-step adherence after discharge. 

Humphreys: The author is correct in emphasizing 
that 12-step affiliation needs to be considered an 
important part of treatment. It is not something for 
a clinician to recommend  casually. You can get man­
uals. The means are readily available to learn how to 
do a better job. 

Tonigan: As the author points out, there is a clear dis­
tinction between the program, which is relatively 
invariant, and the practice or fellowship of AA, which 
varies between groups. Some groups are more sup­
portive, others more confrontational. When you are 
deeply invested in a 12-step community, you can 
almost match clients to appropriate groups. 

Forman: It helps to make a connection with the peo­
ple who are in the 12-step programs in your area. Deal 
with the patient’s potential reservations in advance, 
know enough about local meetings so that you can 
make specific suggestions—for example, smoking 
meetings or gay/lesbian meetings. 

Tonigan:  The research literature over the last 15 years 
is very consistent in saying that the recovery status of 
therapists is not a strong predictor of client outcomes, 
regardless of the treatment orientation. But I think a 

clinician has an obligation to attend some meetings, 
whatever his or her recovery status. Clinicians should 
be aware, however, that some 12-step meetings are 
restricted to persons in recovery, while others, called 
‘open meetings,’  welcome interested visitors. Many 
clinicians go through cognitive rehearsals with clients 
to prepare them to respond to dialogue that might be 
interpreted as negative with respect to medications 
the client may be taking. They can also be prepared 
to respond to questions about their medications. 

Forman: I recently published a paper on ‘prescrib­
ing’ 12-step [Forman, 2002]. The idea is that if we 
thought of 12-step programs as medication, we’d be 
interested in how to ensure adherence and help the 
patient minimize or deal with adverse effects. Adverse 
effects could include the patient’s being put off by 
negative comments or being challenged about med­
ications he or she may be taking. The high prevalence 
of smoking in some meetings is another adverse effect. 

Research issues 
Forman:  The author says that it’s hard to do research 
on AA, but it’s not especially hard to study 
12-step-oriented treatment. 

Tonigan: I’m glad you brought that up. My colleagues 
and I have studied at least 11 AA groups, including 
some longitudinal studies. There are special concerns 
in researching 12-step programs, mainly to do with 
informed consent, but it is not as difficult as people 
sometimes think. 

The mechanisms of change in 12-step programs 
is a fascinating area for further research, as the author 
points out. For example, we already know that 
alcohol-dependent individuals who practice the pre­
scribed behaviors increase their self-efficacy in abstain­
ing from alcohol. We have theories about how declar­
ing oneself powerless might lead to increased control, 
but it would be very interesting to really explore 
this area. 

Humphreys: In the last 10 years or so, in Project MATCH 
and other research, people have started to recognize 
more that AA isn’t a service where you can just count 
up the number of sessions and know how big a dose of 
AA the patient got. It is a social organization and a way 
of living with a program and a fellowship, and those 
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things have to be measured to get an accurate assess­
ment of what effect AA has on people. 

Tonigan: Another question is this: What do we want 
people to be doing when they finish treatment and 
hit the 12-step waters? Attendance at meetings is obvi­
ously not enough, since 50 to 60 percent of patients 
have already been attending meetings before they enter 
treatment. They need to become engaged in the 
processes. 

Given the increasing use of medications in treat­
ment, AA members’ attitudes toward medication are 
a subject of tremendous research interest. One recent 

study, by Bob Rychtarik [Rychtarik et al., 2000], found 
that the glass is half full. AA members report hearing 
negative statements about the use of medications, but 
they also report using them. 

Humphreys: I think people sometimes mistake American 
attitudes for AA attitudes. In that study, 12 percent 
of AA members said you shouldn’t be on medication, 
that it’s weak or whatever. I bet if you stopped a hun­
dred people on the street and asked them what they 
think of people taking antidepressants, at least 12 per­
cent would say something similar. & 

What do we 

want people to 

be doing when 

they finish 

treatment and 

hit the 12-step 

waters? 
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